s 1 and 2 should 


in by the funeral 
J, and in any event, within 72 hours after death, 


Then please remove carbon rae 


ion, or removal 


id completel 


ian ani 


s that the death certificate be executed within 24 hours after 


jan. 


ransit permit. 


The law req: 


@ retained by the hospital or attending phy: 


ro 
2) 


: After this certificate has been signed by the attending physici 
¢ Health prior to burial, cremat! 


TTENDING PHYSICIAN: 
hould be detached for use as the buri: 


‘CTOR: 


PITAL 
be filed with the State Dept. of 


death. Page 4 
director, page 3 st 


TO HOS 
TO FUNERAL 


VR AIS (4) 
15M 9/60 


| d. NAME OF HOSPITAL OR INSTITUTION (if not in hospitel, ws Ee eddress) 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF pa meae RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


345 CERTIFICATE OF DEATH 1 1334 


|. PLACE OF DEATH 
a. COUNTY 


2. USUAL RESIDENCE (Where deceesed lived, If institution: Residence before edmission) 


a. STATE b. COUNTY A 
Caroline 


¢. CITY OR Mar, ( land corporate limits, write RURAL and give neerest town) 


ural Greensboro — é. 
d. STREET ADDRESS 


oliine: | _._* _MARVLaNp ‘(| 
b. CITY OR TOWN (if outside corporete limits, . LENGTH OF STAY IN 1b 
write RURAL end give neerest town) 


~ | a. IS RESIDENCE 
ONA on 
one ves f-] NO 
3. NAME ae RE First Middle bt Ac DATE Month “Dey ee 
eeeierieiatl Martha Cie Hubbard | peste 9 12 19©3 


5. SEX 6. COLOR OR RACE IF UNDER 24 HRS. 


Hours | Min. 


'B. DATE OF BIRTH 9. AGE (In yaars 


May 14, 1886 ee. 


IF UNDER 1 YEAR 


7. MARRIED [_] NEVER MARRIED Mie 
= Menths| Days 


Fenade . WIDOWED Pa DIVORCED 
Toe. 'UPATION (Give kind of work | 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (County & Siete, or foreign country) | 12. CITIZEN OF WHAT COUNTRY? 


dona dyring most of working life, even if retired) 
ousewire None | Germany U.S.A. 
13. FATHER’S NAME | 14. MOTHERS MAIDEN NAME . , — 
2 Sehultz | No Record 
15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17. INFORMANT “Address 5 ~s a 


(Yes, no, or unkown} | (Ifyesgivewerordetes ofservice) 


° 20-01-5074B George R. Hubbard CELT adenln oe Md 
7B. GAUSE OF DEATH [Enter only one causa per line for (e), [b), end (c).) 
var Timebiate cause (e) ss CaNCinoma of the head of the | 
/ Xx DUE TO pancreas 
Conditions, if any, which (b) 


geve rise to immediete ceuse 


(e), steting the underlying ( DUE TO 

eve aes te), —— — _ 
a PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT I RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 113) 9, pre a 

PERFORMED: 

= 
$|4-5a6 Fracture of the hip =~ = ves [] no Ty 
= | 20e. ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCCURED. (Enter neture of injury in Part | or Pert Il of item 1B.) 
& | OR CONTRIBUTING (] CAUSE OF DEATH 
G | (le EITHER, NOTIFY MEDICAL EXAMINER) 
% | 20c. TIME OF INJURY Month, Dey, Year | 20d. INJURY OCCURRED | 20c. PLACE OF INJURY (Home, farm, | 208. (City or town) (County) (State) 
5 tour acne While __ Nob While fectory, street, office bldg., etc.) | 
= and 19 et work et work [| i 


A. 19. DQ Fhat (\) (we) last 


Pid from the causes and on the date stated above. 


~  paabapate 
SIGNED 


2. I certify that (I) (this ho: 
saw the deceased alive on 


gi) attended the deceased from... 
te12 


ATTENDING STAFF 


PHYS, _Bikector Oo Pes. 2 9/14/63 


M.D. ele. 4 J 
22d. ADDRESS 


~ PHYSICIAN'S 


NAME (Type) Cha. les H. Stone 


23b. DATE THEREOF 


fer,M.De| Greensboro, Maryland 


E OF CEMETERY OR CREMATORY 234. ee ee town or county) _ Grete) 


Greensboro. ___ a ee 


ae REC’D BY Ger pens ie es 25b. REGISTRAR'’S SIGNATURE 
ott SEP LY NS Mion bie ge — 


23e. BURIAL, CREMATION, 
REMOVAL (Specify) 


DIRESTOR’S SIGNATURE _ 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


eee EXAMINER'S CERTIFICATE OF DEATH 
, USUAL RESIDENCE (Whare deceased lived, If institution: Reside 
*SmAT Maryland °°" Caroline 


i) 
= 


1, PLACE OF DEATH 
2, COUNTY 


for mission) 


Sateulae MARYLAND 


gS. 
Rte 
<3 os 
fa = zr b. CITY OR TOWN (if outside corporate limits, ce. LENGTH OF STAY IN 1b. c. CITY OR TOWN (If outside corporate limits, write RURAL end give nearest town) 
Ss % write RURAL and give nearest town} 
Bo Rural Henderson Unknown X Rural Henderson ae 
r Fy “ d. NAME OF HOSPITAL OR INSTITUTION (if not In hospital, give sires! eddress) } d. STREET ADDRESS al e. Ea ee CN 
ON A FAI 
3 
Bee None ___ | 
2 > F Middle lat ss 4. zDATE: Me Dey 
232 DECEASED , or ay Rox ° 
ae ype cgi" Basen y. Franklin Pierson BESTE WiSept. = 196 
fe 5. SEX 6. COLOR OR RACE! 7, MARRIED fi] NEVER MARRIED [] | 8- DATE OF BIRTH % eee IFUNDERT YEAR| IF UNDER 24 HRS. 
Months| Days Hours Min. 
z Male White | woowe] ovoreoQ| Sept. 12,1898! 65 = ee i 
nN S 10a. USUAL OCCUPATION (Giv: 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
: 
250 done during most of working life, 
ue Unknown | Unknown : _USA . 
os. 13. FATHER’S NAME 14, MOTHER'S MAIDEN NAME 1 
23 
a : 
2 Abraham Pierson Ellen ? — z 24 
15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17. INFORMANT Address 


(Yas, no, or unkown} | (Ifyesgivewarordatesofservica) 


Yes_ Unknown 


18. CAUSE OF DEATH [Enter only one < per line for pat (b), and {e).) 


PART |. DEATH WAS CAUSED BY; Ra | ee Kee oe 
ye if. DUE TO. Leer atl 
Conditions, if eny, which ae «Maoh ott: Wah. 8 LAS — ee _  e 


gave rise to immadiata cause 


(a), stating the underlying wa) 
Coe (c) Yar Sr ons 
PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO REATH BUT NOT RELATED TO THE TERMINAL 5 CONDITION VEN: ANS As i 


200. EXTERNAL CAUSE WAS 
PRIMARY (] or CONTRIBUTING () 
CAUSE OF DEATH. 


Ruby Pierson State Hospital Cambr 


‘INTERVAL BETWEEN 
INSET AND DEATH 


IMMEDIATE CAUSE ie 


19. S$ AUTOPSY 
PERFORMED? 


YES no [] 


20b. DESCRIBE HOW INJURY OCCURED. (Entar nature of injury In Part | or Part Ill of itam 18.) 


if Medical Examiner's Office along with form PM3. Page 5 me 


9 the word “pending” in pencil in Item 18. Give Pages 1, 
ge 3 should be used as a burial-transit permit. 


MEDICAL CERTIFICATION 


= 
e 
o 
3 
i 
= 
z 
a 
s 
3 
5 
S 
& 
S 
3 
& 
8 
6 


AL EXAMINER: This certificate should be executed within 24 hours after death. If any delay is necessary, = 


2 20c. TIME OF INJURY — Month, Day, Year | 20d. INJURY OCCURRED | 208. PLACE OF INJURY (Homa, farm, * 20f. (City ortown} ~~ (County) (State 

v3 Hour a.m, While __Not While factory, street, office bldg., atc.) | 

2 = p.m, 19 at work at work i ¥ 

20 21. I certify that | took charge of the remains described above, held an Autopsy (je Inspection K Inquiry &). and in my opinion 

Bi as F ave: aa 4 

By 5 death resulted from: Natural causes K. Accident Oo. Suicide ill Homicide iB! Undetermined manner oO 

se 2 CHIEF MEDICAL EXAMINER [_] = 
= soak Pee ree Poa \Yiaer go Map, ASSISTANT MEDICAL EXAMINER [7] 5 mae oe _—_. 
a g2e a EXAMINER'S DEPUTY MEDICAL EXAMINER 1] A) SO \Beb- 
Powe /, NAME (Typa} or Address (Street, city, town, of coun Y YSERA AL Yh 
we 35 4 Ze. BURIAL, CREMATION, 225. HSA Oe SEOTRS ‘OF CEMETERY OR CREMATORY 22d. LOCATION (City, town, or country]. ~—«{ Slate) 
ASS Fs REMOVAL (Spacity) 
ie) Burial 10— ies 


24a, REC'D BY REG! 


cae OCT 7 963 foLonrtag Qa 


23, FUNERAL DIRECTOR ADDRESS: 


Wed. 


< 
gs 
se 
sz 


e 
aa 
=o —_ 

=F 

La 


= 


LTE 


i=) 
[aml 
iI 


ector, Page 
‘our files. 
ie 


® 


|-transit permit. File pages 1 and 2 with the State Board 


and 3 to the funer, 


t within 72 hours after 


ive Pages 1, 2, 
9 with form PM3. Page 5 may be retained’ 


in any even 


il in Hem 18, 


ia 
5 
ie 
Fy 
$ 
3 
2 
=! 
> 
4 
S 
7 
> 
2 
5 
s 
3 
3 
v0 
. 
s 
% 
2 
5 
3 
2 
x 
N 
£ 
= 
5 
x 
2 
5 
3 
8 
« 
3 
z 
5 
3 
2 
a 
2 
& 
= 
5 
8 
ome, 
2 
= 


ing the word “pending” in penc 


Page 3 should be used as a buri 


ignated agent, prior to burial, cremation, or removal, and 


.L EXAMINER: 


its desi 


or i 


4 should be forwarded to the Chief Medical Examiner's Office alon 


TO FUNERAL DIRECTOR: 


TO DEPUTY M 
please execute f. 


VS. AISME 
5M 9/60 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


A eae MEDICAL EXAMINER’S CERTIFICATE OF DEATH 11342 


a. 


PLACE OF DEATH c 2. USUAL RESIDENCE (Where deceesed lived, If institution: Residance before admission) 


. COUNTY “. 4 2 
Caroline MARYLAND “t Maryland °°" Caroline 


b. CITY OR TOWN {if outside corporate limits, | & LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outside corporete limits, write RURAL end give neeres! town) 
write RURAL and give noorast town) 


Rural Ridgely 5 yrs. Xx, Rural Ridgely 


d. NAME OF HOSPITAL OR INSTITUTION (if notin hospital, give street address) |. STREET ADDRESS 2 e. 1S RESIDENCE 
ON A FARM? 
None ves (] No} 
Fi ‘Middle DATE Month ‘De ~ Year 
DECEASED 


{Type or print) Arlie Elwood Seals DEarH Sept. 10 19 63 


Bs 


SEX 6. COLOR OR RACE! 7. MARRIED [SC] NEVER MARRIED i “DATE OF BIRTH 9. AGE (In yeers |IF UNDER} YEAR| IF UNDER 24 HRS. 


Male Negro WIDOWED [-] _ DIVORCED pril 15, 1896 oom Perey oa aan lee 


10a. USUAL OCCUPATION (Give kind of work | 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY?, 
done during most of working life, even if retired) 


Farm Laborer Farming Maryland We Sik. 
13. FATHER'S NAME - <> << ll 14. MOTHER'S MAIDEN NAME Py =e 


Unknown Unknown 


15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17. INFORMANT = Address 


(Yes, no, or unkown) | (Ifyesgiveweror detesofservics) 


222-01-499 Estelle Johns  _—sRRidgely, Md. 


MEDICAL CERTIFICATION 


SUSE OF DEATH [Entar only ona couse per line for (e), (b), end (c).) INTERVAL BETWEEN 

PART I. DEATH WAS CAUSED BY: , OF cae 
IMMEDIATE CAUSE (e) — 

Ly ay if DUE TO 


Conditions, if eny, which (b} 
gove rise to immediate couse 
{a), stating tha underlying 


DUE TO 


couse lost. (c) Shy 
PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RMLATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART i(e)) 19. WAS AUTOPSY 
= Sa RFORMED? 


YES Oo No [E} 


20a. EXTERNAL CAUSE WAS c 2Db. DESCRIBE HOW INJURY OCCURED. (Enter nature of injury in Part | or Pert Il of itam 18.) 
PRIMARY [J] or CONTRIBUTING (1) , 
CAUSE OF DEATH. 


20c, TIME OF INJURY Month, Dey, Yeer | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, ; 20f. (City or town) (County) (Stete) 
a.m. While Not While fectory, sireet, office bldg., ele.) | 
19 jot work ot work i 


iy that I took charge of the remains described above, held an Autopsy [at Inspecti 


death resulted from: ‘Natural causes rs Accident iia} Suicide ie Homicide fa Undetermined manner Oo 
CHIEF MEDICAL EXAMINER [_] 


SIGNATt DATE SIGNED 
SIGNATURE, aan DL binge “hy B= Mp. ASSISTANT MEDICAL EXAMINER [_"] 


DEPUTY MEDICAL EXAMINER i —/p~ 43 
EXAMINER'S 
NAME (Type) Dawson O. George Address (Street, city, town, or'county} > 


Fie. BURIAL, CREMATION, 22b. DATE THEREOF 22c. NAME OF CEMETERY OR CREMATORY 7 LOCATION Se Town, or oe) 7 {State} 


( sr” 9-15u65 p?, . . 


FUNERAL DIRECTOR ADDRESS 2an. walt BY se Le Heer SIGNATURE 


: cies bere: MG bere sep 1g. Chnashs g 


MARYLAND STATE DEPARTMENT OF HEALTH 


G,,| Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 

FOR STATE 1 1 3 57 MEDICAL EXAMINER’ S CERTIFICATE OF DEATH 1 1 343 
HEALTH DEPT. [PLAGE OF DEATH | 2, USUAL RESIDENCE ORG jecense: ion: Residence before © Neo 
Ef * a e Ao usnc x oe 5 ONT OK Lan): oun 140 LOW 
$ B 2 fares laa sorely lirpits, Sal ¢. LENGTH OF STAY IN 1b | ¢. CITY OR TO (If owside A. lienit NEN end ae town) 
238 Rot RR LX Suc TS 


SPITAL OR SENT. (if not in hospitel, give street eddress) | X, STREET ADDRESS @. IS RESIDENCE 


. NAME OF First Middl Last 4, DATE Month Yeer 


mem PHL tp Beuck Wrgod tn Seer, 26 963 


| 5. SEX* 7. MARRIED v4 NEVER MARRIED 8. DATE OF BIRTH 9. AGE (In yeors |IF UNDER 1 YEAR| IF UNDER 24 HRS. 


6. COLOR PR RACE 
= st birthdey) |"Months| Deys | Hours | Min. 
WIDOWED piverceD ["} al JAN, 2, 4 3Z a) | | | 


yrs. 


@ pages 1 and 2 with the State “eepariment of 


form PM3, Page 5 may be retain 


TOa. USUAL OCCUPATION (Give kind of work | 1b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stele or foreign el 12. CITIZEN OF WHAT COUNTRY? 
done dury most of working life, even if retired) 
: PoultR ™ 
13, sir ‘S NAME of | 14. MOTHER'S MAIDEN. 
; 3 
ALLACE WtLSe LILLD AWN HULL & 
rf | 15. WAS DECEASED EVER IN ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17. INFORMANT Address 
a (Yes, no, or unkown) | (Ifyesgivewerordetesofservice)| U q 
$5 | = . oie | | ‘ q . Breese Sens, c t 
a te 18. CAUSE OF DEATH [Enter only one couse per line for NN (b), and (c).) ~] INTERVAL BETWEEN 
= a Al ow 
sé PART |. DEATH WAS CAUSED BY: “\ \ Day 
of 1 
aan y, mer, MMEDIATE CAUSE (e] Ax a Mee VA wh 
$s *& DUE TO 


(a), steting the underlying 


ees if eny, fe (b) ex SEY ASR a pve On 


geve rise lo immediete couse 
DUE TO Saw 
(e)___ NAN ‘KL TORT = 
TER 


to burial, cremation, or removal, a 


writing the word “pending” in pencil in Item 18. Give Pages 1, 2, and 3 to the fury 


CAL EXAMINER: This certificate should be executed within 24 hours after death. If any dela 


fo) 
of 
5 
£ 
S 
g Zz |. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DE, DEATH BUT NOT a ‘© THE INAL eres CONDITION GIVEN iN PART Ne) v. WAS AUTOPSY 
a 3 ri. PERFORMED? 
ri 6) 3 . aN wall ves [] no Bg 
3 = | 200. EXTERNAL CAUSE WAS | 2Db. DESCRIBE HOW INJURY OCCURED. (Enter ngture of injury in Port | or Pert Il of item 18.) 
= § PRIMARY Si} or CONTRIBUTING (] he iN 
= CAUSE OF DEATH. 
Srey le bai Nos Ws 8 Win sok ow GEYntnt Noad 
=oa S| 20c. TIME OF INJURY — Month, Dey, Year | 204. INJURY OCC RiP, Zoe. PLACE aa) INJURY (Home, ferm, (City or ten) (County) (State) 
uy s fae an, While No! While aN factory, sirest, office pa 
2 =| < et work [_] et work \ Q 
3 js |2 ~_ 4. lor ah. 219 Vion Qorekin. 
$ 21. I certify that | took charge of the remains described Ak eld an Autopsy LI. inepecton Bat ba Inquiry P<] and in my opinion 
Fy death resulted from; Natural causes [_], Accident €], Suicide ["]. Homicide [-], Undetermined manner [_] 


My CHIEF MEDICAL EXAMINER [_]} 


ACTUAL 
SIGNATURE AMawaen. Moa racy, ASSISTANT MEDICAL EXAMINER [_] one pod 


DEPUTY MEDICAL EXAMINER $<] 
EXAMINER’S 


NAME (Type) _ ae Address (Street, city, town, or counly) Went Von, “een AZ 


Yon EO tke OR Pest ae. he CATION (City, town, or country) (Stete) 


Dente ad 
act D T 3 Wed Wace: p, aC aye 


its designated agent, 


4 should be forwarded to th: 


TO FUNERAL DIRECTOR: Page 3 should be used as a burial 


TO DEPUTY 
please execut 
Health or ii 


ot 1, 1563 


icra 
par ene pe ie, eA ld 


